Sir: The purpose of Dr Macfarlane's article,' entitled "Should we screen for growth problems in children? The pragmatic answer for 1994-5", is unclear as he fails to answer the question posed. He criticises current practice on the grounds of efficacy and cost, and then concludes, somewhat reluctantly, that for want of anything better, the present system be maintained with only minor changes.
Three reasons for screening for poor growth in early childhood are mentioned only briefly in section three. The most important of these -namely, the need for early identification of treatable conditions, takes second place to a lengthy discussion on the likely cost of a screening programme. This is based on rather spurious evidence and backed up by few references. Indeed, the lively prevalence of environmentally determined growth failure in those below the third centile may be as high as one in three, according to two independently published studies," and not one or two per 100 as Dr Macfarlane suggests.
Dr Macfarlane also assumes, as have others, that given the expertise and proper equipment, a near perfect height measurement would be attainable. He has failed to take account, however, of recent reports examining the cause of the poor reproducibility of growth measurements. We have shown that over 90% of the variance is due to the child alone, and very little to some "fault" of the instrument or observer.' Careful measurements made by inexperienced observers using inexpensive measuring instruments are no less reproducible than those made by experienced observers using the most expensive equipment available.' The continuing research into development of the instrumentation, to which he refers, should therefore be abandoned.
We are unhappy with the guidelines proposed. Firstly, parental height can be misleading. No short child should be dismissed as normal without careful exclusion of underlying disease. ' Secondly, the use of the 25th centile velocity as a cut off is inappropriate for a short child. A normally growing short child needs only an average velocity around the 25th centile to maintain his height centile. The estimated velocity will fluctuate above and below this level and is likely to drop below about half of the time. Any secondary screening based on this velocity will simply pick an arbitrary 50% of the short population for further investigation. Our concern is with the remaining 50% who would be discharged without the benefit of closer examination. A secondary screening, based on "poor" velocity over 12 months has been shown to be of no practical value," and there is no evidence that a further six months would make any difference.
Thirdly, we have shown that the shorter the child, the more likely there is to be disease. Once the initial screening has been carried out on height therefore, a few basic investigations may well disclose any underlying organic disease.' This could be carried out in the community growth clinics, which Dr Macfarlane proposes. Otherwise, it appears their only purpose would be to halve the ever increasing workload of the specialist growth clinic.
Finally, it is because the measurement of height is necessarily imprecise that recordings should be frequent and should start at an early age. We would recommend a minimum of three measurements in the preschool years to establish the pattern of growth well before the child reaches the age of five.' Sir: We read with interest Dr Macfarlane's critique of screening for growth disorders in your first issue.' He suggests that the value of screening for growth disorders is at least uncertain but, nevertheless, proposes a limited set of guidelines. He suggests that children should be screened at school entry using the third centilc adjusted for parents' height, as the cut off point. Children below the cut off would be referred to a community growth clinic for assessment and those growing at a velocity below the 25th centile referred for specialist opinion. In a time of limited resources it is important to be sure that expenditure provides a benefit for the population. Treatable growth disorders need to be diagnosed as early as possible for optimal treatment, and many would feel that even those children with untreatable conditions benefit from early diagnosis and counselling. None the less, we would agree with Dr Macfarlane that most of the criteria for the institution of screening are not met by growth disorders.
L D VOSS P R BETTS
However, we should not allow this conclusion to be used as a reason for not measuring growth in young children. The management of height is part of any good paediatric examination and should be used in conjunction with other aspects of the clinical assessment to make judgments about the child. In addi- Journal of Medical Screening 1994; 1:136 tion, should there be concern about a child's growth, measures of height taken (juring the early part of the child's life facilitate the early critical assessment of their problems.
Health professionals should have available appropriate equipment and should measure children as part of routine assessment. However, they should not be encouraged to believe that measures of height can be interpreted as if they were a simple screening instrument where children below a specified cut off should be referred for further investigation. 
MICHAEL PREECE STUART LOGAN

Author's reply
Sir: There is much to agree with in the letter from Linda Voss and Peter Betts -but not their opening sentence. I do answer the question "Should we screen for growth problems in children?". Whether it is the right answer is open to challenge and discussion even by myself as will be seen later in this letter. The length of discussion on the "costs" versus the length of the discussion on the "need" for early identification redresses the past imbalances where reams have been written on the need and nothing on the cost.
The recent reports on the reproducibility of growth measurements are of course extremely useful in the present discussions, and so also, are the arguments over the value of correcting for parental height and the appropriateness of various cut off points for growth velocity, which will and should continue, but I have nothing to add at present.
However, I think that the really interesting part of the debate is contained in the last two paragraphs of their letter. Firstly, there is no great surprise in the fact that "the shorter the child the more likely there is to be disease" and secondly, they recommend a minimum of three measurements in preschool years to establish pattern of growth but give no "cut off" or threshold for referral -I think correctly.
Perhaps this is the moment to abandon the concept of height measurement as a "screening" test altogether as it meets virtually none of the criteria for such tests. Instead it should be seen as part of the clinical assessment of a child during child health surveillance and referral should be based on an overall clinical judgment taking a large number of different indicators into account (for example, diet, medical history, socioeconomic, cultural factors, etc), rather than seeking simple "threshold measurements" for referral as would be required by a screening test.
This view would also appear to be supported by Professor Michael Preece and Dr Stuart Logan in their letter.
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